The cause of a biliary tract stricture may be difficult to determine radiologicaily. Exfolia 
Patients presenting with obstructive jaundice caused by a bile duct stricture may be managed by either surgery or stenting. Which treatment is most appropriate is dependent on the clinical state of the patient and whether the stricture is benign or malignant -information which may be difficult to obtain. Endoscopic retrograde cholangiopancreatography (ERCP) and percutaneous transhepatic cholangiography allow visualisation of the site and give some information on the nature of the stricture but are not diagnostic. Imaging is able to define a mass lesion in about 40% of cases on ultrasound and 70% by computed tomography scanning in patients with extrahepatic biliary obstruction. ' Percutaneous aspiration cytology has been reported as confirming malignancy in about two thirds of pancreatic cancers2 and one half of bile duct tumours' but cannot be done unless a mass lesion is established on imaging.
It is now over 40 years since exfoliative cytology was first used for the diagnosis of pancreatobiliary disease, Lemon mation has been obtained in 13 (87%) with a follow up period of three to 10 years (median six years). Exfoliative cytology was negative in all 15 patients with benign disease resulting in no false positive results and a specificity of 100%.
Of the 47 patients diagnosed as having malignant bile duct strictures on radiological findings 29 (62%) had confirmation of this diagnosis by cytology and/or histology. The clinical details and follow up of the seven patients in whom the diagnosis was based on cytology alone are given in Table V . This group of patients all followed a clinical course suggestive of malignancy with progressive deterioration and death in two to six months from the time of discharge. Eighteen patients who were diagnosed on radiological grounds as having malignant bile duct strictures had negative cytology and no histological confirmation of malignancy. Insufficient follow up information was available in six of these patients (33% acute renal failure during the initial investigation and treatment and the remaining 11 patients died at a median period of four months (range one to 18 months) because of progressive cahexia. The overall contribution of exfoliative bile cytology to the diagnosis of bile duct strictures is shown in Figure 3 .
Discussion
There are many well documented cases in which a seemingly benign stricture on radiological grounds has been subsequently shown to be malignant. A hilar stricture produced by sclerosing cholangitis may easily be confused with a cholangiocarcinoma'2 or a distal stricture from chronic pancreatitis with a carcinoma of the pancreas.'3 14 These distinctions are often crucial to the management decision as treatment options vary from palliative stenting or radio/chemotherapy to curative resection or transplantation. Improved methods of obtaining a tissue diagnosis are therefore becoming essential to the management of biliary tract strictures. The 'no tissue diagnosis' rate of 38% reflects the difficulty of diagnosis in some patients, many of whom are not considered suitable for surgery and who do not have a mass on imaging. This high incidence of failing to establish a tissue diagnosis is due to reliance on imaging by some clinicians who are reticent, perhaps rightly, about invasive diagnostic techniques in a predominantly elderly and frail population. 18 We would conclude from this study that exfoliative cytology for biliary strictures is simple to perform, highly specific, able to provide a diagnosis when other methods fail and should, therefore, be carried out routinely.
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